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6: while risky sexual behavior is higher among those not on ART, by this study's definition, it is also quite high for those on ART-more discussion would be warranted in the paper regarding this 7: while author correctly points out that there may be some social desirability and recall bias for condom use, is there a reason to think that it might more impact on those not on ART? If not, then I suggest discussion highlight that it is less likely that these potential biases would impact difference between the two groups
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GENERAL COMMENTS
First and foremost, the study needs a conceptual model. The basic issue is "heath seeking or treatment seeking" behavior. Is it possible those that who seek treatment are more motivated to begin with and may engage in less risky behavior? Is it possible that this behavior is enhanced by counseling/education? What is the objective of the study? Is it to show that being on ART is associated with lower risky behavior? If so, then all the attributes that are associated with being on ART -such as length of ART treatment; adherence with ART; type, length and intensity of "counselling/education" provided, must be measured to determine their association with outcomes. It is possible that the observed differences between "ART" vs. "ART naïve" groups are stemming from one or more of the attributes of ART treatment? This issue is especially important since the authors conclude that the differences may be due to "counseling/education". Thus, current comparison may be only limited. Is it possible to include the attributes of "ART" in the analysis? There may be noise within the "ART" group and within the "ART naïve" groups, which needs to be addressed. What about length of diagnosis? For example, the behavior of an "ART naïve" who was only recently diagnosed may not be same as somebody who was diagnosed a while ago and decided to remain "ART naïve". What about HIV status of the partner? If partner is HIV positive as well, does that lead to more relaxed/risky behavior? Also, recalling behavior over a 12-month period can lead to serious bias. Isn"t behavior in the past 30-day period a more standard approach? Thus, a more uniform and comprehensive approach is needed.
VERSION 1 -AUTHOR RESPONSE
Reviewer 1: Reviewer Name: David Hoos Institution and Country: ICAP, Mailman School of Public Health, Columbia University, USA 1. Capitalizations are inconsistent and need close editing throughout the paper. There are some sentence fragments. There are some errors in English syntax -again a close line edit is needed.
• The paper has been edited by different authors. 2. A scientific concern: the focus of concern regarding higher risky sexual behaviors is regarding risk of transmission, not on re-infection of those already infected. The paper should add discussion of viral suppression and reduced risk of transmission, and that those not on ART are much less likely to be virally suppressed than those on ART-hence safer sex interventions are particularly important for these persons not on ART who will likely not be virally suppressed. There is a discussion of drug resistant strains-this discussion should be removed.
• "Those not on ART are much less likely to be virally suppressed than those on ART-hence safer sex interventions are particularly important for these persons not on ART who will likely not be virally suppressed" . Discussion of this concern has been added. (Page 4)
• Further discussion on drug resistant strains has been added to make it clearer on why it is used in this paper (Page 4).
3. The manuscript will greatly benefit from closer review and edits by one of the more experienced authors regarding the statistical data. For example Table 4 indicates 4 models-this is not mentioned in the paper.
• Changed as suggested by the reviewer 4. Why were these elements chosen (age, occupation, etc)?
• Previous studies (1-3) identified these chosen elements as predictors associated with risky sexual behaviours among HIV Positive people. As part of this study, we considered these elements too. 5. Error on Table 1 , under ART experienced (43.5 should be 4.5)?
• Its corrected, it should be 3.1 6. In terms of analysis of table 2, a major error-the figures for the absolute number of men vs women who are inconsistent/non condom users are used to derive % rather than adjusting for the sample of each gender-ie 18% of men are consistent condom users vs 29% of women is accurate, while the paper uses 34% of men and 65.9% of women (which is % of non-condom users who are men vs women). The stats overall need to be reviewed.
• We equated my percentages using columns not the rows. Hence, 34.1% + 65.9% is 100%. It could also have been done the other way around (reviewer prefers) using the row percentages. It could have been 18.8% (consistent) and 81.3% (inconsistent) for men, while women it may have been 19.06% ( consistent) and 80.9% ( inconsistent) for women. Both the 1st and 2nd format is statistically correct.
7. There are a small number of unsubstantiated comments-the primary author should have a secondary author review the paper for these sentences.
• More authors have edited the paper. 8. As alcohol consumption is not quantified, I suggest only utilize this parameter regarding potential impact on risky sexual behavior, not on hepatic injury • Hepatic injury removed as suggested. 9. while risky sexual behavior is higher among those not on ART, by this study's definition, it is also quite high for those on ART-more discussion would be warranted in the paper regarding this.
• This was inserted in the paper on page 12. 10,. while author correctly points out that there may be some social desirability and recall bias for condom use, is there a reason to think that it might more impact on those not on ART? If not, then I suggest discussion highlight that it is less likely that these potential biases would impact difference between the two groups • Clearly included in the methodological considerations. First and foremost, the study needs a conceptual model. The basic issue is "heath seeking or treatment seeking" behavior. Is it possible those that who seek treatment are more motivated to begin with and may engage in less risky behavior? Is it possible that this behavior is enhanced by counseling/education? • A conceptual framework has been inserted in the study; we think this best describes the different factors responsible for the differences in the risk behaviour between 2 groups. It can be found on page 6.
• This study was looking at the risk behaviours of different groups (2 groups). At the start of the study, we were not aware those on treatment are more motivated to engage in less risky behaviour. After analysis, we discovered those on ART were less likely to engage in risky behaviours. We think the differences may be due to frequent clinic visits for ARV refills , constant medical checkups and the intensity of counselling given
What is the objective of the study? Is it to show that being on ART is associated with lower risky behavior?
• Objective: To compare risky sexual behaviours among patients on ART and patients not initiated on ART (ART naïve) and assess predictors of risky sexual behaviours among HIV infected patients.
• Study hypothesis: ART experienced patients (those on ART) were more likely to engage in risky sexual behaviour than ART naïve patients (Not on ART). If so, then all the attributes that are associated with being on ART -such as length of ART treatment; adherence with ART; type, length and intensity of "counselling/education" provided, must be measured to determine their association with outcomes. It is possible that the observed differences between "ART" vs. "ART naïve" groups are stemming from one or more of the attributes of ART treatment? This issue is especially important since the authors conclude that the differences may be due to "counseling/education". Thus, current comparison may be only limited. Is it possible to include the attributes of "ART" in the analysis? There may be noise within the "ART" group and within the "ART naïve" groups, which needs to be addressed. What about length of diagnosis? For example, the behavior of an "ART naïve" who was only recently diagnosed may not be same as somebody who was diagnosed a while ago and decided to remain "ART naïve".
• Length of ART treatment, adherence with ART, type, length and intensity of counselling provided were not measured in this study. This is because in the original questionnaire, this information was not collected and was not available. However other covariates like the; sex, age, marital status, socio economic status (socio-demographics) were measured in this study. The same covariates have been used in previous studies (1-8) giving the same results. However, we recognize the importance of the mentioned factors and this has been included in the limitations of the study.
• On page 3, the limitation is mentioned as ; this study did not consider the time element; CD4 cell count ( adherence on ART) and calendar years as well as time on ART (length of ART treatment), which may be factors that correlated with risk sexual behaviour.
What about HIV status of the partner? If partner is HIV positive as well, does that lead to more relaxed/risky behavior?
• The study looked at only HIV sero-concordants and did not include HIV sero-discordants. In this study, all respondents were of the same HIV status (positive). Those with different HIV status were not included in this study. A clear explanation in the inclusion criteria has been inserted to explain this on page 7. Also, recalling behavior over a 12-month period can lead to serious bias. Isn"t behavior in the past 30-day period a more standard approach? Thus, a more uniform and comprehensive approach is needed.
• True, it would be best done in the 30-day period however; this data is collected in survey rounds once every 8-12 months. We assume a 30-day period is very short to guarantee a change in behaviour since shorter time studies done before have not yielded a difference in the results. page 10, 1st and 3rd paragraph repeat rationale of those on ART coming to clinic more often. It is repetitive page 11, line 34-I continue to disagree that generally PLHIV on ART should not drink alcohol-this should be modified to something such as 'limit alcohol use'-people on ART do not need to abstain. Finally, was this study submitted to an IRB to determine that no additional consent was needed. This is secondary data analysis-I
